Improved community participation in the financing of primary health care (PHC) is important for sustaining quality and availability of care in developing countries. This study asks whether the social status of members on a local support committee is associated with community contributions to PHC.
A survey of PHC financing was conducted at 42 health facilities in two rural districts of Nepal (Jumla and Nawal Parasi). Complete data were available for 37 clinics. At each health facility, a trained interviewer collected information from the clinic administrator about the caste characteristics of the Village Development Committees (VDC) and the financial contributions made by VDCs towards the operation of the health facilities. Bivariate and multivariate logistic regression assessed the likelihood of financial contribution as it related to the caste and gender composition of the VDC as well as other characteristics of the VDC and the facility.
VDCs with a majority of committee members in castes other than the highest two had higher odds of contributing to the health centre. We conclude that local development committees with a greater representation of middle and low caste members are more likely to contribute financially to the local health facility. Future research must determine the factors that lead some villages to include low caste villagers in local government.
to serve a catchment area of 100 000 and health posts designed to serve catchments of 30 000. During the 1990s, His Majesty's Government embarked upon a plan to build 4000 sub health posts designed to serve catchments of 5000. The sub health posts are to be supervised at the local level by VDCs, formerly also known as local panchayats. Lastly, Female Community Health Volunteers form the part of the health system closest to the people: each serves about 600 people.
In the rural areas, government health services are underutilized. Some private medical care is available in villages, especially in the Terai, and is offered as informal advice by holders of private medicine shops, as well as by traditional healers and off-duty government health workers.
Since the early 1980s, local committees to support health development have been present in experimental districts. 12 Several initiatives have led to successful co-financing of community drug schemes for rural health posts and some district hospitals, with different degrees of success. 10, [12] [13] [14] The national Second Long-Term Health Plan (up to 2017) gives these co-financing schemes an important role in the development of alternate ways of health financing and plans to expand them to 30 districts and to strengthen participation of VDCs further. 12 
Data
Survey data from clinic administrators in rural Nepal were collected between December 1999 and July 2000 in two rural districts -Nawal Parasi and Jumla. Data collection occurred as part of a survey of health facility costs prior to implementing the World Health Organization's Practical Approach to Lung Health (PAL-Nepal) strategy. At the time of the study, neither of the districts was included in the government's initiative to encourage experimental health development committees. In 1999, Nawal Parasi had a total of 79 sub health posts and 10 health posts. A total of 26 sub health posts and 6 health posts in Nawal Parasi were randomly selected to be surveyed. Jumla is more sparsely populated, and has only 10 sub health posts. All 10 sub health posts in Jumla were sampled. At each health facility, a trained interviewer (MS) collected information from the clinic administrator (the 'In Charge') about the characteristics of the VDC for that ward. Table 2 shows the variables collected during this exercise.
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Analysis
Simple contingency tables as well as multivariate logistic regression were used to calculate odds ratios of VDC characteristics versus the likelihood that the VDC would contribute funds to the local health facility. After conducting bivariate logistic regressions, alternative multivariate models were estimated. Because the various caste categories sum to 100% in each ward, only two of the three categories were entered into the model simultaneously. Alternative statistical models were tested, including probit, ordinary least squares and quadratic models. None of these performed better than the logistic model.
Results
Complete data on VDC contributions and VDC membership were available from only 37 of the 42 clinics (88%). Analysis of the available data from the five sites with incomplete data showed that these sites had a similar mean attendance at VDC meetings, a similar VDC meeting frequency and a similar proportion of women on the VDC. Sites with incomplete data were more likely to be from Jumla. Table 2 indicates that 53% of the health facilities reported receiving funds from the VDC. Among facilities receiving any funds from VDCs, the average amount of funds received was 5635 Nepali Rupees per year (equivalent to US$78 per year in 1999). The maximum amount received was 18 000 Nepali Rupees ($250). The minimum amount received (other than zero) was 1000 Nepali Rupees ($14). These VDC contributions were separate from user fees and although the funds were occasionally earmarked for specific items in the facility, the contributions were considered by facility staff to be investments to improve the operation of the facility. Table 3 shows the numbers of contributing vs. noncontributing VDCs based on whether the VDC has at least a simple majority made up of members of the two upper castes. The table shows that having a majority of lower caste members is associated with greater odds of contributing financially to the health facility. Table 4 shows the results of the logistic regression. A greater proportion of VDC members in castes other than the highest two was associated with higher odds of contributing to the health centre. This association was of modest statistical significance. This effect remained robust in the multivariate model. Having more VDC members in the second highest caste was associated with lower odds of contributing to the health centre. Multivariate and bivariate regression analysis detected no statistically significant effect on health facility contribution from including more women on a VDC.
Discussion
This analysis is based on a representative sample of VDCs in one lowland and one mountainous district in Nepal. The 204 David Bishai et al. results are not representative of the whole of Nepal. Future work should validate these findings with a larger sample of facilities. It should be emphasized that the association between VDC membership and contributions to the health facility may not be causal. Other social, political and cultural factors that have not been measured could be the common reason both for greater representation of lower caste people on the VDCs and contributions to the health facility. For instance, an egalitarian culture could give rise to both inclusive political structures as well as egalitarian social norms of sharing collective financing of PHC. The inclusion of low caste members in the VDC must not be mistaken for the factor that finally causes increased funding for VDCs. It may be that in the absence of these other unmeasured social factors, mandatory reapportionment of VDC membership would have no effect. The results in Table 4 control for confounding by a small set of measurable contextual factors, but cannot control for confounding by unobservables.
Subject to these limitations the size of the effects that were identified are not insubstantial. Increasing lower caste representation by 10% would be associated with a 20-30% increase in the odds of a VDC contributing to the health facility.
PHC services improve in quality and sustainability when the community becomes involved in the financial and operational support. Community participation in the financing of local PHC has been shown to lead to more effective provision of curative services in rural Nepal, as evidenced by the availability of drugs. 10 In contrast, top-down programmes supported by international funding streams are vulnerable to shifts in donor priorities. 15 The findings in this paper suggest that it would be promising for future research to identify factors that have led VDCs in some areas to permit more representation of lower caste members. A positive deviancy approach would collect qualitative information from areas with greater representation of low caste members and might uncover more details about what leads to their support for PHC. 16 In particular, it would be worthwhile to know what circumstances enabled low caste villagers to get seats on the VDC.
Conclusion
Data from rural Nepal showed that village development committees with a greater proportion of lower caste members were more likely to contribute financially to the local health facility. Community financial contributions for PHC are thus associated with the political inclusion of those with lower social status. The background factors responsible for inclusiveness may themselves be the cause of a greater willingness to support PHC. More evidence is needed before we could conclude that all the lower castes require is effective representation in local politics in order to direct more resources towards PHC. If future studies are able to confirm this interpretation, then policies that institutionalize the inclusion of low caste Nepalis on their local village development committee would improve the financing and sustainability of PHC.
Louis Niessen is a tenured senior staff member at the Erasmus University of Rotterdam. He has worked in Nepal as a physician for 3 years and presently supports evaluation research in the country. He is involved in national and international research projects on economic evaluation of health interventions together with societal groups.
Mohan Shrestha is a research associate at the National Tuberculosis Centre of Nepal. He has a background in health care administration and economics. He has long experience of working in the Nepal health services. 
